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present. Another classification of diabetes might be based
on the different age of the patients affected and no doubt,
speaking generally, the disease was apt to run some-

what different courses in children, in adults, and in the

elderly. But before their knowledge of diabetes could be
considered thoroughly satisfactory it would probably be

necessary to have a classification based on pathological facts
rather than on the natural history of the morbid process.
From a consideration of diabetes itself, and especially from
the results of physiological inquiry, it would seem that
some five varieties of diabetic glycosuria might perhaps
be described, although in tte present state of their know-
ledge it was not possible to separate all of them clinically.
First, there was evidence in favour of the existence of

glycosuria as a result of disturbed function of the absorp-
tive and other mechanisms of the alimentary canal so that
a definite alimentary variety of glycosuria, characterised

mainly by the intimate relationship of the glycosuria
with the carbohydrates ingested, might be recognised
Secondly, most authorities would admit that glyccsuria
might have a hepatic origin dependent perhaps on the
liver not arresting the glycogen brought to it, and possibly
in other instances dependent on the liver forming too much
sugar. Thirdly, a pancreatic diabetes might be admitted
to exi-t, both from the experimental standpoint and
from that of human morbid anatomy. Fourthly, it
was probable that a renal glycosuria existed, espe-
cially in the light of experimental results obtained
with phloridzin, as it would seem that this glucoside
caused glycosuria by an action on the renal cells. That

opened up the whole question of the relationship of morbid i
processes in the kidney to diabetes and might place in a new I
light the well-known fact that in certain cases of diabetes I
the kidney was greatly hypertrophied. This, in his opinion,
could not be associated simply with the increase of
urine excreted, as renal hypertrophy was by no means an
invariable accompaniment of diabetes. Further, the fact
that glycosuria might disappear in cases of diabetes when an
acute renal complication such as Bright’s disease supervened
might also receive a new explanation in the light of these
phloridzin results. Fifthly, it had been suggested, and
should at any rate be admitted as possible, that a diabetic
glycosuria might perhaps arise as a result of a primary
disintegration of the tissues. In this enumeration of the

possible varieties of diabetes the nervous system had been
omitted, as although the fact that the nervous system played
a part in the production of the disease must be admitted on
clinical grounds there was only evidence from the experi-
mental standpoint that lesions of the nervous system
produced glycosuria rather than diabetes.

EDINBURGH MEDICO-CHIRURGICAL
SOCIETY.

Exhibition of Cases and cprcinze7zs.-faastric Hyperacidity
(HyperchLo7&deg;Itydria).-Disanfectioz of the Ha2ds.

THE seventh ordinaiy meeting of this society was held on
March 4th, Dr. C. E. UNDERHILL (in the absence of Sir
THOMAS R. FRASER) being in the chair.

Dr. D. CHALMERS WAT.30N showed a case of Verrucse
Planar Juveniles. The patient, a boy, aged 13 years, had
suffered from the eruption on the face for eight months. A

large warty growth (mother wart) had existed on the leg for
about two years and several common warts (verrucas vulgares)
had been present on the hands for a year. The treatment
consisted in the administration of large dOFes of castor oil
given twice a week for the first two weeks and thereafter
once a week. At the end of three weeks the eruption on the
face had disappeared and that on the hand< had improved.
Three weeks later the warts on the limb had undergone no
change. Photographs were shown illustrating the original
condition.

Dr. F. D. BOYD demonstrated : 1. A case of Localised Syphi-
litic Meningo-myelitis in a man who had contracted syphilis
20 years ago. There were complete anxsthesia of one half of
the penis and scrotum and an anesthetic area on the back of
the right thigh and leg : the anal reflex was gone but the
bladder was unaffected. 2. A case of Ophthalmoplegia. The

patient suffered from locomotor ataxia and a year previously
had perforating ulcers on both feet. The whole of the
muscles of the left eye were paralysed ; the pupils were
dilated on both sides and nystagmus was present. There

were slight paralysis of the tongue and soft palate and com-
plete paralysis of the abductors of the left vocal cord as well
as slight paralysis of those of the right side.

Dr. G. A. GIBSON exhibited : 1. A child with combined
Obstruction and Incompetence of both Aortic and Pulmonary
Orifices. There was a history of acute rheumatism and the
pain complained of resembled that of angina pectoris. The

single systolic murmur was conducted over a large area of
the chest ; one of the diastolic murmurs was musical in
character and widely conducted, while the other was only
heard over an area of about one and a half square inches.
2. A man, aged 22 years, with Raynaud’s disease showing
interesting features. The veins of the leg were like pieces
of whip-cord and that their condition was due to spasm was
shown by the fact that they resumed their normal character
under a vapour bath.

Dr. JOHN THOMSON demonstrated a case of Spasmodic
Stricture of the (Esophagus in a boy, nine years of age.
There was a history of inability to swallow ::olid or semi-
solid food during all his life ; there were recurrent causeless
attacks of vomiting. The vomited matters were unchanged
because the food did not reach the stomach. The oesophagus
could accommodate about four ounces. He rapidly regained
weight when the attacks of vomiting ceased. The obstruc-
tion was situated about nine and a half inches from the teeth
and had given origin to a dilatation also.

Mr. H. ALEXIS THOMSON showed :-1. A case of Dupuytren’s
Contraction of the Palmar Fascia. One hand was treated

by Adams’s method and the other by excision, and the result
was in favour of the former method. 2. A case of Infantile
Paralysis of the Lower Extremity treated by arthrodesis of
the knee and Pirogoff’s amputation at the ankle eight years
ago. The patient could now use the limb fairly well for

walking.
Mr. H. J. STILES exhibited :-1. A child, aged two years,

showing the first stage in the treatment of Double Con-

genital Dislocation of the Hip. The reduction was effected
ten days previously when the limb was abducted at right
angles ; this abduction was gradually reduced, plaster being
applied each time. 2. An intant after Excision of Sub-

occipital Meningocele complicated with Hydrocephalus,
though no permanent improvement was expected.

Mr. R. A. LUNDIE showed a child whose Metacarpal Bone
of the Ring Finger of the Right Hand was much shorter
than its fellows owing to an early synostosis of the epiphysis
and diaphysis.

Dr. WILLIAM RUSSELL read a paper on Gastric Hyper-
acidity (Hyperchlorhydria), its Nature and its Relation to

Dyspepsia and Dilatation. He said that not many years
since it was generally taught and universally believed that
gastric hyperacidity was due to the presence of organic
acids, the products of the fermentation of food in the
stomach, the fermentation being caused by organisms. This

widely accepted view was probably the result of observations
on the contents of the stomach in pyloric obstruction. The-
inference that gastric contents underwent fermentation
whenever unduly retained came to be applied to all, or

nearly all, gastric disturbances. In recent years, with
increased knowledge of digestive processes, it had become
evident that there was a gastric hyperacidity due, not to
the fermentation of food-stuffs in the stomach, but to a true
excess in the amount of the special acid normally secreted by
the organ. The term hyperchlorhydria or hyperchylia had
been applied to this condition. This hyperchloric acid excess
was, in Dr. Russell’s experience, a much more common cause
of dyspepsia and ultimately of gastric dilatation than was.
at present recognised. It was the primary fault in many
cases which were classed as nervous, neurotic, or irritation
indigestion and not infrequently it stood in the same

relation to caes named gastric catarrh or gastric dilata-
tion. Of the cases of dyspepsia which he had seen

at the Royal Infirmary he would place about 25 per
cent. as due to hyperchlorhydria and of cases seen privately
even a higher proportion was met with. As regards
elucidation of the symptoms he began by inquiring how
the patient felt on getting up in the morning, then the
hour of breakfast and the nature of the meal, how he felt
after breakfast and if any pain, discomfort, or other sym-
ptoms were experienced during the forenoon, and the hour
at which these came on, how long they lasted, and whether
they continued up to the time of taking the midday meal.
If symptoms continued up to this meal he ascertained the
effect which the midday meal had upon them, whether they
were at once aggravated, materially relieved, or entirely
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removed, at least for the time. He then inquired as to the
composition of the midday meal and as to the afternoon
symptoms and so on until bed-time, if necessary. Exact

knowledge of symptoms was of the greatest value in helping
towards the determination of the part of the digestive
process which was at fault. The history thus obtained
was often so characteristic as to warrant a diagnosis of

hyperchlorhydria without chemical examination. Such a

diagnostic history might be as follows. The patient felt quite
well in the morning and had no discomfort until during
the forenoon ; he could often state the hour at which dis-
comfort or pain began-from one to two and a half hours
after breakfast-the time varying in different patients, or

even in the same patient. The pain after lasting an

hour or two might pass off, to reappear an hour or

longer after the midday meal. If the pain continued
right up to the time of taking this meal the par-
taking of it removed the pain for a time, the period
of relief varying from half an hour to an hour. The
duration of the interval of comfort depended upon the

severity of the condition and the composition of the midday
meal. This sequence of events-meals, intervals of relief, re-
currence of pain or discomfort-might be maintained through-
out the rest of the day. If the last meal were taken near
bedtime the patient might be wakened from sleep by pain or
other symptoms which might prevent sleep for an hour or
two. The pain or discomfort varied within wide limits-severe
or acute and described as grinding, gnawing, boring,
burning or giving sensations of dragging, oppression, and
distension. The pain was usually referred to the epigastrium,
but also might be in the back near the spine, behind either z,

shoulder-blade, or most acute in the position of the pylorus or ’!
over the liver behind. The measure and site of the pain
depended upon the duration and severity of the condition
more than on any neuropathic tendency in the individual.
In no other department was so much attributed to disordered
or disturbed innervation as in gastric disorders and the

exaggeration of this factor tended to relegate to a subsidiary
place the part taken by diet and altered secretion in pro-
ducing the symptoms. Symptoms were referred to as .ner2ous
as if the nerve condition were the primary factor when it
was but the sensory index of disordered chemistry. Epi-
gastric tenderness might be present, but as a rule only in
severe cases of considerable duration. The tenderness was
quite superficial and was readily relieved by friction of the
skin. Other symptoms referred directly to the stomach were
flatulent distension, gaseous eructations, heartburn, and acid
eructations. The eructation of gas or of a small quantity of
acid material gave relief, often very marked though tem-
porary. The bowels were constipated or the evacuations were
incomplete. In severe cases there was sometimes great
physical and mental misery, coming on or attaining its worst
when the other symptoms were at their height. The most

prominent of these was a sense of physical and mental ex-
haustion, languor, weariness, and weight in the lower limbs
and inability to apply mind or body to any work. Another

symptom had been well described by Sir William Roberts as
"paroxysmal pyrosis, "and he regarded it as an "abortive ’I
and incomplete act of vomiting." Dr. Russell thought, how-
ever, that this latter was a pyloric phenomenon and occurred
specially when there was a surplus of acid in the stomach.
To explain the symptoms a precise knowledge and clear

comprehension of the gastric processes of digestion were
necessary. The three chemical phenomena of starch

digestion, arrest of starch digestion, and proteid digestion
were those upon which the unconscious comfort or

the conscious discomfort of digestion primarily de-
pended. When the chemical equilibrium and balance
during this period were maintained the stomach worked
without obtruding its existence on its owner’s notice. The
" correct relation " between the amount of proteid
food and the amount of gastric secretion had to be
realised. No more gastric juice ought to be poured
out than could be taken up by the proteid. When this
was satisfied the secretion of gastric juice ought to cease. I
as happened in normal conditions. If this arrest of secretion
did not occur the equilibrium was upset and the resulting
perturbation depended upon the measure of the excess. The ’,
element in the secretion which was the disturbing factor was I
the hydrochloric acid and not the special enzyme. The I
effect of this hyperchlorhydria upon the gastric contents was
noteworthy. The proteid elements of the food were digested
with exceptional rapidity and it might be thought that the
other food substance, especially the finely divided starch

food as bread and oatmeal porridge, would readily pass out
of the stomach with the dissolved proteids, but this did not
happen. A considerable portion of unaltered starch was

really kept back and retained in the stomach, as Dr. Russell
had frequently found. The effect of this retained and
unaltered starch was to keep up the gastric secretion, while
it presented no constituent with which it could combine.
This undigested starch was ultimately passed on into the

duodenum, but only after much local and often general
discomfort, though it might also be rejected finally by
vomiting. A considerable amount of the fat of milk might
be retained in the same way in the stomach and Dr.
Russell had noted this on several occasions when the
casein of the milk had disappeared, and this even in
the case of peptonised milk. In such cases the fat
of the milk was diffused through the acid fluid re-

moved from the stomach, partly floating upon it as if it
were a mass of mucus. This fat alho kept up the secretion
and presenting no element with which the hydrochloric acid
could combine the discomforts of hyperchlorhydria emerged.
A third important factor in determining the severity of the
symptoms was the kind of proteid food taken. The general
law was that the less stimulating and the more easily
digested proteids caused less discomfort than did those of a
contrary character. In all three conditions there was the
common factor of continued gastric secretion-continued
beyond what was required and so beyond what could be
utilised. This continued secretion, when examined, was
found to contain a high percentage of acidity, much
acid being free. At this stage the stomach contents

might only measure from one to a few ounces of very acrid
material, mainly fluid containing starch, some milk fat,and shreds of undigested material, according to the kind
of food partaken of. The main residue in ordinary cases
was starch. At this period the gastric symptoms were

very severe and on withdrawing the contents the smallness
of the quantity was remarkable. Why a residuum of

finely divided, although undigested, starch should remain
in the stomach when other material had passed the pylorus
was difficult to explain. The results of clinical observation
showed Dr. Russell that the unaltered starch was delayed in
the stomach and that it was so even when broken up and
when digested proteids had escaped. Being thus delayed it
continued to stimulate the gastric secretion and there being
no more proteid with which to combine the secretion
accumulated and led to hyperacidity. That this hyper-
acidity was due to a true hypersecretion was proved by the
great peptonising power of the filtered contents. When the
residuum in the stomach became hyperacid its continued
retention was due to the spasm of the pyloric sphincter
induced by the acidity. As regards etiology it was found
that the affection was usually classed under the gastric
neuroses-gastrodynia, irritation, &c.-though the writers
were not always clear as to the meaning of the terms,
whether the pain and discomfort were merely subjective
nervous phenomena or whether an assumed neurotic diathesis
determined an increased secretion of hydrochloric acid. Dr.
Russell’s theory was that the nervous mechanism was the
part of the system which was primarily deranged. He

thought that this conception was erroneous and full of
evil consequences. All deviations of secretion from an

average standard, all increases of secretion, all modifications
of chemico-vital reaction, were not explained or defined
by the word "neurotic" " and it was time that this
word and the idea were relegated to a less prominent place
when considering disturbances of gastric function. As a
result of his chemical experience and the examination of
gastric contents he would submit that certain persons were
prone to secrete overmuch gastric juice and that possibly
the constituent which was primarily at fault was the hydro-
chloric acid. He had been impressed with the occurence of
severe hyperacidity in some gouty and rheumatic subjects
and in some persons as a consequence of a diet rich in nitro-
genous substances. There was little doubt that to their
list of constitutional conditions the acid dyscrasia might
be aded. To regard the intense misery of some hyper-
chlorhydria as a mere neurosis was unjust to the victims.
Apart from this. however. he held that the merely neurotic
view was disproved by the following phenomena which
he had often observed : the immediate relief obtained by
removing an ounce or two of acrid stomach residuum ; a

like relief obtained by neutralising the acid by means of
alkalies ; and the measure of relief obtained by mere dilu-
tion. That the over-secretion was more a chemical and
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a diathetic error than a neurosis was further supported
by the experience that the mechanical removal of the

hyperacid residuum in severe cases more promptly over-

came the attack than any dietetic or medicinal measure,
as if the withdrawal of the acid removed an overflow
which otherwise was difficult to arrest and which
when not removed looked as if it were absorbed and again
and again re-secreted. The retention of the hyperacid
residuum gave rise further to catarrh and to atonic dilata-
tion. In some severe cases relief was ultimately obtained
by vomiting and this was associated sometimes with reflux
of bile from the duodenum. The treatment to be selected

depended upon the severity of the condition and the

history of the case and he would only refer to general
principles. In mild degrees associated with constipation
the correction of this might be sufficient. In these an
alkali taken some time before food neutralised any acid
residuum and facilitated the transformation of the starchy
elements of the next meal. In other instances relief was
obtained by the administration of even a small dose of an
alkali or as soon as discomfort began. Dr. Russell had had
no success with the administration of acids in this condition,
though in some other gastric disorders they were beneficial.
The diet had also to be determined by the severity of the
symptoms. In some cases the prohibition of the commoner
forms of starch, such as potato and untoasted bread, was
sufficient ; in others still greater care had to be exercised
in the selection of the most readily digested carbohydrate.
Another class might get over their immediate discomfort
by the use for a day or two of readily digested
pure proteid diet and the gradual addition to this of
the most soluble carbohydrates available. In the severest
cases he found the removal of the gastric residuum the
speediest means of temporary cure. He held that the con-
dition being a chemical dyscrasia and not a neurosis a perma-
nent cure or anything approaching it could only be looked for
from a dietary adapted to counteract or to prevent the
chemical dyscrasia. Considerations determining the dietary
were: (1) the proteids ought to be reduced to a physiological
minimum and ought to be so selected and cooked as to be
easy and ready of digestion ; (2) the starches should be as
much altered as possible ; and (3) the quantity of food
should not exceed the physiological requirements. Pro-

ceeding on these broad lines patients might be confidently
assured of recovery and continuance in abstinence and simple
living would carry with it the reward of physical and
mental well-being.-Dr. GiBSON, Dr. J. 0. AFFLECK, Dr.
JAMES RITCHIE, Dr. G. LOVELL GULLAKD, Dr. UNDERHILL,
Dr. GEORGE HUNTER, Dr. BOYD, and Mr. STILES took part
in the discussion which followed and Dr. RUsSELL replied.
Mr. R. B. P1:RVES read a paper on Disinfection of the Hands.

He first considered the question of protecting the hands,
especially at non-operating times, from all forms of infection.
He insisted on the importance of such 14 abstinence " and
pointed out that, short of the ideal means of wearing gloves
constantly except while operating the infective potentiality
of the hands could be materially diminished (1) by the use
of gloves when out of doors ; (2) by always washing the
hands after examining cases ; (3) by keeping the nails
short ; and (4) by wearing rubber gloves when operating on
infective conditions, dressing septic wounds, and handling
pathological specimens ; also by using finger stalls for rectal,
vaginal, and oral -examinations. He advocated a nightly
toilet of the hands-viz., washing, thoroughly drying, and
applying an emollient. He referred to Kronig and Reinike’s
observation that hands, if not re-infected, become in time
germ free, and described his own investigations on the hands
of washerwomen. He made 60 observations at different times
of the day and found that after five hours’ washing cultures
yielded no cocci. He emphasised the importance of a pro-
longed preliminary cleansing and suggested a regular system
for adoption in the me of the nail-brush. He urged the
necessity of keeping the nails as short as possible and con-
sidered that at least ten minutes should be devoted to pre-
liminary cleansing. He considered a samd-glas&mdash;a time
recorder-an advantage. He then referred to subsequent
purification and believed that success depended rather on
the thoroughness with which a method was carried out than
upon the use of any particular one and that it was only in
most favourable circumstances that active disinfectants
could be safely dispensed with. He then touched on

Ahlfeld’s and Mikulicz’s methods. In order to avoid
the cost of the alcohol a trial for a year had been
given in the Deaconess Hospital to Mikulicz’s spirit soap

prepared with methylated spirit. Although results improved
slightly the soap had to be abandoned on account of its

irritating properties. He entered into the question of gloves
and advocated their more general use, particularly of thread
gloves, in the ligating and suturing stage to prevent
"implantation infection." He deprecated the use of a reel
of catgut unless gloves were worn to prevent contact with
the fingers. He pointed out the value of control cultures
from the hands and operation area and showed a chart with
a tabulated series of observations illustrating the facts that
the right hand was less frequently sterile than the left and
that the patient’s skin was sterile in only about one half of
cases.-Mr. STILES, Dr. W. ALLAN JAMIESON, Mr. LUNDIE,
Mr. C. W. CATHCART, Mr. ALEXIS THOMSON, and Dr. J.
HAIG FERGUSSON discussed the paper and Mr. FURVE&
replied.

EDINBURGH OBSTETRICAL SOCIETY.

Exhibition of S’ecizens.-Abdominal Seetion.-Tubal
Gestation.

A MEETING of this society was held on March 11th"
Dr. JAMES RITCHIE, the President, being in the chair.

Dr. ANGUS MACDONALD showed : (1) An Enlarged Thyroid
from a Newly-born Infant, causing fatal tracheal compres
sion ; and (2) two Enlarged Tubes removed for Hydrosalpinx.

Dr. JESSIE MACGREGOR showed an (Edematous Foetus : the-
thyroid, liver, and other organs under the microscope
exhibited excessive small-cell infiltration.

Other specimens were shown by Dr. F. W. N. HAULTAIN,
Dr. W. FORDYCE, Dr. J. W. BALLANTYNE, and Dr. J. H.
FERGUSON.

Dr. ALBERT E. MORISON (West Hartlepool) read notes on
five cases of Abdominal Section for emergencies during
pregnancy. When the first patient was in labour her pelvis
was found to be so much diminished in the transverse
diameter as only to admit about two fingers, but the sacro-
subpubic diameter was apparently normal. It was impossible
to deliver a child per vias nczturales, so a Porro-Toit operation
was performed. The operation occupied less than 25 minute&
and the patient did not lose more than half an ounce of
blood. The child was alive and well and the mother made
a good recovery. In the second case a Porro-Tait opera-
tion was performed for sarcoma of the uterus in the
ninth month of the patient’s third pregnancy. The
condition of the uterus rendered normal labour im-

probable. The patient recovered from the operation but
died 117 days later ; the child was alive and well. In
the third case a Porro-Tait operation was performed for
contracted pelvis. This patient was 4 feet 6g- inches in

height, with a history of rickets. The operation lasted 35.
minutes ; the child was alive and the mother’s recovery was
uneventful. In the fourth case Cagsarean section was per-
formed for eclampsia at the sixth month of pregnancy. The

patient, who was a primipara, had felt in very good health-
till five months previously, when she fell heavily on the

ice, striking her abdomen. After that she suffered from
constant headache. The urine was found to show one-

half albumin. Fits occurred and after chloral, bromide-
of potassium, and injection of saline solution in the
median basilic vein had been tried without benefit
Csesarean section was performed. The foetus had been dead
for some time. The patient’s recovery was uninterrupted
except for a slight fit one week after the operation. The
urine at the time contained no albumin. In the fifth case

rupture of the uterus occurred in the fourth month of the
patient’s tenth pregnancy. The uterus was removed supra-
vaginally. The patient rallied and after a severe attack
of pneumonia and a prolonged convalescence she ultimately
recovered.

Professor J. A. C. KYNOOH (Dundee) communicated a

paper entitled " Three Cases of Unruptured Tubal Gesta-
tion with Notes of Cases simulating this Condition." In the
first case a fixed tender swelling about as thick as the fore-
finger was felt posteriorly to, and to the right of, the uterus.
After four weeks, during which pain and hasmorrhagic dis-
charge continued, coeliotomy was performed. The appendages
on the right side were found to be adherent and the tube dis-
tended ; the tube contained a sac with blood-stained fluid and
numerous branching villi were seen. This patient had been
in a hospital 18 months before with all the signs of
ectopic gestation on the opposite side, terminating in the
formation of a hasmatoma in the broad ligament which


